Background: Because alcohol and drug use disorders (SUDs) can influence quality of care, we compared patients with and without SUDs on frequency of catheterization, revascularization, and in-hospital mortality after acute myocardial infarction (AMI).
Introduction
Alcohol and other drug use disorders (ie. substance use disorders, SUDs) can influence outcomes of other health conditions through a variety of mechanisms, including suboptimal quality of care. It is well known that physicians vary in their decision-making regarding the appropriateness of procedures [1] [2] [3] . Both clinical and non-clinical factors seem to enter into these decisions, and certain sociodemographic and insurance groups have been shown to receive fewer cardiovascular procedures than would be expected given their clinical condition [4] [5] [6] [7] [8] [9] . Patient preferences and behaviors may also play a role [10] . Moreover, individuals with SUDs have been shown to have decreased access to medical and preventive health care [11] [12] [13] .
There have been several studies that have shown the superiority of percutaneous coronary intervention (PCI) as a treatment for ST-elevation myocardial infarction (STEMI) when compared with thrombolytic therapy in terms of reducing mortality rate and recurrence of myocardial infarction (MI) [14] [15] [16] . Prior studies have reported discrepant results on the association between substance use disorders and access to these cardiovascular procedures following acute myocardial infarct (AMI) [11] . Druss and colleagues showed that those with SUDs aged 65 and older in acute care non-governmental hospitals in the United States were less likely than those with neither mental nor substance use disorder to receive cardiac catheterization after AMI [17] . Young reported data from a large all-payer American database stratified by age, indicating that patients with substance use disorders both younger and older than 65 years have lower rates of cardiac procedures and higher rates of in-hospital mortality compared with those with neither mental nor substance use disorders [18] . However, this study did not adjust for admission characteristics or left ventricular function. Most recently, Jones and colleagues published results from an analysis of administrative data from a large commercially insured sample of all ages, adjusting for comorbidities [19] . They obtained an unexpected result: those with a substance use disorder were more likely to receive percutaneous coronary intervention (PCI) compared to those with neither mental nor substance use disorders. This finding did not carry over to coronary artery bypass grafting (CABG). Li and colleagues looked at a related issue and demonstrated that in New York hospitals, individuals with substance use plus mental disorders but not substance use disorders alone were more likely to have their CABG surgery performed by low quality surgeons [20] .
As such, it is as yet unclear whether having a known substance use disorder affects receipt of cardiovascular procedures, and the only study for which analyses were adjusted for clinical characteristics such as ejection fraction used a sample over 65 years of age [17] . The availability of both hospital discharge data and the Alberta Provincial Project for Outcome Assessment in Coronary Heart Disease (APPROACH: www.approach.org), a linkable population-based registry of cardiovascular procedures, presented an opportunity to study this issue in Alberta, Canada [21] . These Canadian data had the additional advantage that any disparities detected in the analysis would be unlikely to be caused by lack of health insurance among patients with SUDs. To our knowledge there are no published Canadian studies to date on this issue. A further advantage of our data was that they contained information on patients' discharge status, allowing examination of the effect of discharge against medical advice (AMA) on the results. Discharge AMA has been shown to affect relationships between service utilization and substance use, and many studies have failed to take this issue into account [22, 23] .
Our objective was to study AMI patients in APPROACH to compare the in-hospital mortality and the proportions receiving catheterization and revascularization, between those with and without a known alcohol or drug use disorder.
Methods

Data Sources, Subjects, and Variables
Two data sources were used for this analysis (see Figure 1 ). First, we defined an MI Cohort using hospital discharge data from the Calgary hospitals that perform cardiac catheterization. All discharges between April 1, 1996 and December 31, 2001 for initial AMI (ICD-9-CM code 410.x1) were identified, and a patient's data were included in the MI Cohort if the patient was 18 years of age or older and lived in the Calgary Health Region. This earlier time period was studied because administrative data were coded in ICD-9-CM at that time and this verification of the International Classification of Diseases was needed for defining substance use disorders using a validated coding method (see details in next section). Only the first AMI admission between the specified dates was included for each patient. The MI Cohort data were used to define a subgroup with alcohol and/or drug use disorders (see below for details) as well as to provide information on in-hospital death, and on age, sex, and baseline patient comorbidities that could affect mortality and receipt of cardiovascular procedures. Calgary Health Region discharge data contain up to 16 ICD-9-CM diagnostic codes. When patients left hospital against medical advice, this was also captured by a code in the MI Cohort data.
Information on catheterization and revascularization procedures was obtained from APPROACH, a clinical data collection initiative capturing prospective information on all patients undergoing cardiac catheterization in Alberta, Canada since 1995 [21] . APPROACH contains detailed patient information including age, sex, ejection fraction, and the presence or absence of previous myocardial infarction (MI), congestive heart failure, diabetes, cerebrovascular disease, peripheral vascular disease, chronic pulmonary disease, elevated creatinine, dialysis, hyperlipidemia, hypertension, liver or gastrointestinal disease, or malignancy. It contains both historical and prospective information on therapeutic interventions such as thrombolytic therapy and revascularization by CABG or PCI. Coronary anatomy and procedural details are also recorded. Follow-up mortality is ascertained through semi-annual linkage to data from the Alberta Bureau of Vital Statistics. It has been shown that such detailed information is important in modelling revascularization rates, which cannot be adequately explained by baseline data available in discharge data alone [24] .
To investigate revascularizations related to hospitalizations for initial AMI, the discharge data for all initial AMI admissions were linked to the APPROACH data to create a Catheterization Cohort, using the unique personal health number and the timing of catheterization (see Figure 1 ). Since we wished to assess revascularizations related to the current AMI, we only included linkages to catheterizations that occurred during the hospital admission [25] .
The Ethics Review Board at the University of Calgary has approved the APPROACH protocol and the linkage of the APPROACH database with Calgary Health Region discharge data. Only data on patients who signed informed consent were included in the linkage.
Definition of substance use disorders
Studies using administrative data have taken several different approaches to the definition of alcohol and drug use disorders using International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) codes. For example, Elixhauser's definitions focus on the psychiatric manifestations of abuse or dependence [26] . On the other hand, studies by both Adams and Saitz broadened the scope of the criteria to include medical sequelae of the substance use (that by definition indicate that the patient had the substance disorder) in the coding algorithms [21, 27] . A third algorithm has been proposed by the Washington Circle, a policy group on performance measurement for substance abuse services (www.washingtoncircle.org). They have defined a set of ICD-9-CM markers for addictions that is available on their website. This definition focuses on current alcohol or drug abuse, includes physical manifestations of abuse, and excludes substance abuse in remission codes.
Clinicians are more likely to under-report substance use disorders than to over-report them (these disorders are classically unrecognized and under-documented in records). Furthermore, the mechanism by which having a disorder might lead to worse care does not require the disorder be current (e.g. stigma from a past disorder may be relevant). Therefore we decided to use as sensitive a definition as possible, including physical manifestations of abuse such as alcoholic fatty liver. A list of candidate ICD-9-CM diagnostic codes was compiled by combining codes from 1) Drug and alcohol abuse as defined by Elixhauser and colleagues [26] , 2) Drug-and alcohol-related diagnoses as defined by Saitz and colleagues [22] and 3) the Washington Circle definition (www.washingtoncircle.org), augmented by including substance use disorders in remission. This candidate list was then independently reviewed by two internists (RS and WG) and a psychiatrist (CB) to decide whether each ICD-9-CM code should be included in the definition, and to suggest other codes that might have been overlooked. Discrepancies were resolved by consensus. Table 1 presents the resulting ICD-9-CM coding algorithm used to define substance use disorder (SUD) for the purpose of this analysis. A patient was considered to have an SUD if they had at least one of these codes in the discharge data associated with their AMI admission.
Statistical Analysis
Mortality, catheterization, and revascularization among all AMI admissions. The MI Cohort data were used to analyze in-hospital mortality and proportions receiving catheterization and revascularization among all patients admitted for initial AMI, regardless whether these individuals' data linked to the APPROACH database. Revascularization was studied as receipt of CABG, PCI, and ''any revascularization'' (ie. either CABG or PCI). For this analysis the catheterizations and revascularizations were restricted to within a year after the admission for AMI. First, crude proportions for the SUD and no SUD groups were computed and compared for catheterization, revascularization, and in-hospital mortality using chi-square tests. Next, logistic regression was used to compare these outcomes between SUD groups adjusting for age, sex, and patient comorbidities. For mortality, we adjusted for comorbidities that have been shown by Tu and colleagues [28] to be predictive of mortality following acute MI. For receipt of catheterization and revascularization, we adjusted instead using Elixhauser's comorbidities [26] , which are predictive of a more general group of outcomes for adult inpatients, including length of stay and costs as well as in-hospital mortality. To these Elixhauser comorbidities we added smoking, shock, and edema because these are particularly important for outcomes after AMI.
Since age might be expected to modify the effect of SUD on mortality and revascularization and past studies have tended to focus either on younger or older adults but not both, further logistic regression models were constructed to examine this potential interaction.
Revascularization following catheterization. Receipt of revascularization was examined in the Catheterization Cohort. First, we computed and compared the proportions receiving any revascularization (CABG or PCI) in each of the SUD groups using chi-square tests. Next, we examined time to revascularization using multivariable Cox proportional hazards analyses. Hazard ratios were calculated for revascularization at one year by SUD status, adjusting for age, sex, APPROACH comorbidities and severity of coronary artery disease. The proportional hazards assumption was tested using the method of Schoenfeld residuals. Further Cox models were constructed examining the interaction of age and SUD. Time-to-event curves were computed and plotted using a 'cumulative incidence competing risks' analysis, comparing the revascularization rates in the SUD and No SUD groups [29] . We chose this method over the more traditional Kaplan-Meier approach because it does not assume independence of death and revascularization.
Discharge against medical advice. It has previously been reported that outcomes can be misleading when discharge against medical advice (AMA) is not taken into account in studies of relationships between service utilization and substance use disorders [22, 23] . Therefore, we conducted a sensitivity analysis by excluding those individuals who left AMA, and repeating the analyses described above.
All analyses were conducted using SAS, Version 9.2 (Cary, NC) [30] .
Results
Mortality, catheterization, and revascularization among all initial AMI admissions
Data sources and study population. There were 7,876 first admissions to Calgary Health Region hospitals for AMI between April 1, 1996 and December 31, 2001 (Figure 1) . Table 2 presents the characteristics of these MI Cohort patients, of whom 203 (2.6%, 95%CI 2.2-3.0) met criteria for an SUD as defined in the Methods section. Of these, 174 (2.2%) had an alcohol use disorder, 44 (0.6%) had a drug use disorder, and 15 (0.2%) had both. Those with an SUD were more likely to be under age 65, to be male, to smoke, and to have certain related comorbidities (other neurological disorders, chronic pulmonary disease, liver disease, peptic ulcer disease, coagulopathy, fluid and electrolyte disorders, blood loss anemia, depression, and acute renal failure). Patients with SUDs were less likely to have cancer.
In-hospital mortality. The in-hospital mortality for those with a known SUD (18 of 203; 8.9%) in the MI Cohort did not differ significantly (p = 0.344) from those without an SUD (547 of 7,673; 7.1%). However, Table 3 presents a different picture once age, sex, and comorbidities are included as covariates in a logistic regression model of in-hospital mortality as a function of SUD. Those with an SUD had significantly higher odds of in-hospital death than those without an SUD in the multivariable analysis (OR = 2.02, 95%C.I. (1.10, 3.69) ).
Catheterization. The proportion of those with SUD undergoing catheterization during hospitalization for AMI (107 of 203; 52.7%) did not differ significantly (p = 0.131) compared to the No SUD group (4,451 of 7,673; 58.0%). However, multivariable logistic regression results in Table 3 demonstrate a borderline significant odds ratio of 0.75 (95% CI 0.55-1.01) of catheterization among those with an SUD compared to those without an SUD, once adjusted for age, sex, smoking, comorbidities and shock. Of note, removal of smoking from the model had minimal effect on the results.
Revascularization. The MI Cohort received a total of 3845 revascularizations within 4 years of index hospitalization, including 900 coronary artery bypass grafting (CABG) and 2945 percutaneous coronary intervention (PCI) procedures; some patients received more than one revascularization. Having an SUD did not significantly affect the proportions of either CABG or PCI alone in the MI cohort, possibly because of small numbers receiving each intervention in the SUD group (data not shown). However, when CABG and PCI were combined, there was a nearsignificant difference (p = .05) in overall receipt of revascularization between the SUD groups, with 39.9% revascularized among those with SUD and 46.9% without SUD.
Interaction of age and SUD status. Age modified the effect of SUD on in-hospital mortality in a logistic regression model (p = .04); the effect of SUD was much greater in patients under age 65 than in the older group (a shift from an OR of 1.00 (ref) to 3.75 in younger patients than it was for patients over 65 (only a small shift from an OR of 3.51 with no SUD to 3.78)). There was no such effect modification for receipt of catheterization.
Revascularization following catheterization (Analysis using Catheterization Cohort). During the period used to define the MI Cohort (April 1, 1996 to December 31, 2001), a total of 22,744 cardiac catheterizations were performed in Calgary hospitals and recorded in the APPROACH database. Of these, 6,772 catheterizations were done for an indication of initial hospital presentation with acute MI (ICD-9 code 410.x1). Linkage of the APPROACH database with the MI Cohort data yielded 3,448 records, with catheterization date falling within admission and discharge dates, (Catheterization Cohort) describing patients who underwent cardiac catheterization for an initial AMI indication during an admission for AMI. Out of these individuals, 73 (2.1%, 95% CI 1.7-2.7%) satisfied our criteria for SUD. Table 4 presents the clinical and demographic characteristics of the 3,448 Catheterization Cohort patients by SUD status. As in the MI Cohort, patients with an SUD were more likely to be under age 65 and to smoke, and they were marginally more likely to have a malignancy or a liver or gastrointestinal disease. By contrast they did not differ from patients without an SUD by sex, comorbidities, or measures of risk based on coronary artery anatomy or ejection fraction.
The time-to-event curves describing revascularization events as a function of time since catheterization for those with and without an SUD are shown in Figure 2 . Within one year of catheterization, an SUD compared to those without (Table 5) . Adjusting for age, sex, severity of coronary artery disease (anatomy and ejection fraction), and comorbidities, the hazard ratio was 0.83 (95% CI: 0.44 to 1.50) ( Table 5 ). The Schoenfeld residual test did not indicate violation of the proportional hazards assumption (p = 0.421).
Sensitivity analysis excluding patients discharged against medical advice. The results for receipt of catheterization differed in interpretation when the cohort was restricted to those who did not leave AMA, in that the adjusted odds of catheterization was significantly lower for the SUD group compared to No SUD (OR 0.72, 95% CI 0.53 to 0.97). In the full MI Cohort (including those who left AMA) this odds ratio had only approached significance (OR 0.75, 95% CI 0.55 to 1.01; see Table 3 ). For the revascularization and mortality endpoints, the results were essentially unchanged when patients who left AMA were excluded from the analysis (data not shown).
Discussion
Our results suggest that alcohol and drug disorders are associated with a significantly higher odds of in-hospital mortality following AMI, and may be associated with decreased access to catheterization and subsequent revascularization. These results agree with some past reports from the United States, including those of Druss and Young [11, 12] , and suggest that the Canadian universal health care environment does not eliminate disparities in access to cardiac procedures after AMI for those with substance use disorders. Moreover, our study extends previous results by clarifying that the association of substance use with access to catheterization is similar in younger and older adults. To our knowledge, our study is the first to examine these issues in adults of all ages taking into account clinical characteristics such as ejection fraction that affect decision making regarding cardiac procedures.
This study further demonstrates the importance of including individuals who leave hospital AMA in analyses of this type. Our catheterization results showed a significant discrepancy in receipt of catheterization post-AMI when the sample was restricted to those who did not leave AMA; this result was no longer significant in the full cohort including those who left AMA. The availability of an external database containing catheterization data allowed us to analyze these individuals' outcomes despite their leaving hospital.
In spite of our broad definition of drug and alcohol disorders, the sensitivity of our measure was probably low, as evidenced by the prevalence of drug or alcohol disorders of only 2.3 per cent. In our study, this misclassification would be expected to produce a conservative result, as several individuals with substance disorders would be included in the non-substance use disorder group. Juergens and colleagues have pointed out a similar lack of sensitivity of physician recorded diagnoses of alcoholism in the coronary care unit, and showed that it can be mitigated by screening [31] . Furthermore, our patient numbers were sufficient to demonstrate a discrepancy in receipt of catheterization post-AMI and provides insight into potential areas for intervention.
Another limitation in our study is that we are unable to distinguish between ST-elevation and non ST-elevation MI. The importance of this limitation is mitigated by the fact that early catheterization has been shown to be of value in both sub-types of MI [32] . We recognize that the data studied is from a time when standard of care may have been different. This was done as we used validated ICD-9-CM definitions for SAD's, and therefore we have confined the analysis to older data. We do not think however that it undermines the internal validity of the comparison between those with substance abuse vs. those without.
The reason for increased mortality in the SUD group may relate partially to lower quality of care, though we cannot be certain based on our data alone. It is also possible that we inadequately adjusted for smoking by relying on ICD-9 codes rather than clinical report in the analysis of the MI cohort. A final caveat is that although we adjusted for major comorbidities and clinical characteristics, it is possible that there are other variables for which we did not adjust that might have influenced the outcome.
The reason for the decreased access to cardiac procedures seen in our data and in that of other groups is as yet unknown. There is known variability unrelated to patient characteristics in ratings of appropriateness of treatment [33] . Whether issues of stigma might enter into the decision-making process regarding cardiac procedures for individuals with substance use disorders is unclear at this point, though there is some literature to suggest that stigma does limit access to other types of medical care for these individuals [34, 35] .
In interpreting these results, it is also important to recognize that patients do not always consent to procedures which are offered to them, and that refusal of procedures was not available as a variable in our data. It is possible that individuals with substance use disorders in our sample were more likely to refuse procedures than those without such disorders. This would be consistent with the literature that reports an association of drug and alcohol disorders with leaving hospital against medical advice [22, 36, 37] . Although we had similar results when we excluded individuals who signed out against medical advice, there might have been others who refused a catheterization or revascularization, but were not discharged against medical advice.
In conclusion, we demonstrate that despite a universal health care system, individuals post AMI both under and over the age of 65 with alcohol and drug use disorders have a higher likelihood of in-hospital mortality, and a lower likelihood of receiving cardiac procedures, than those without substance use disorders. Our finding of higher mortality in the face of this poorer access to procedures suggests that individuals with drug and alcohol use disorders might be undertreated following AMI. Targeted efforts are required to explore the interplay of patient and provider factors that underlie this finding so that subsequent interventions can be developed to ultimately enhance the quality of care. Qualitative investigation might be a next step to better define the underlying barriers, beliefs, and processes that are operating.
